In 2009, the Centers for Medicare and Medicaid Services (CMS) launched a 3-year experiment titled the Senior Risk Reduction Demonstration (SRRD) to determine if classic workplace health promotion strategies consisting of a health risk assessment (HRA), feedback, and skill building would improve the health of Medicare beneficiaries and also reduce Medicare costs. 1 (In the interest of full disclosure, I was one of a large team of advisors who helped design the study. I had no role in any other aspect of the intervention or the evaluation.) The results of this study, at a minimum, could impact the extent to which Medicare encourages or discourages clinicians to provide the annual wellness visits 2 and health promotion offerings made available to all 39 million Medicare recipients through the Affordable Care Act. At a maximum, positive results could provide a strategy to moderate the unsustainable increases in the cost of Medicare to the U.S. government. 3 The study started May 1, 2009 , and ended on April 30, 2012. An interim report, based on 1 year of intervention, was released in a 107-page document in February 2012, 4 but received very little coverage given the landmark nature of this report. A Google search (on February 28, 2013) for the title of the report (Evaluation of the Senior Risk Reduction Demonstration) identified only nine websites, three of which were CMS websites, three from the vendor that released the report, and three others. In contrast, the title of an editorial 5 I published the same month was featured on 1480 websites the same day. The interim results of the SRRD are summarized below. In short, programs offered by one of the vendors reduced Medicare costs substantially, whereas those offered by another vendor increased costs.
Methods
From a methodology perspective, this study may be the most sophisticated study ever conducted in the health promotion field. From a sample of 80,000, Medicare recipients age 67 to 74 were assigned to a treatment or control condition, then to one of two vendors, then to one of two local treatment approaches or one national treatment approach, and finally to one of three levels of treatment intensity, all through a stratified random sampling protocol. Within the three treatment conditions, the three levels of intensity were (1) an HRA plus generic health advice; (2) an HRA plus individualized feedback and follow-up report, tailored behavioral intervention modules provided by mail, Internet, or proactive telephone coaching, and referrals to local or national resources, or (3) everything above plus additional, more proactive telephone outreach and more intensive interventions, especially for people with more health risks. Subgroup assignments resulted in 27 different subgroups analyzed.
Program impact was measured based on changes in 29 aspects of Medicare inpatient and outpatient expenditures and use of services, use of preventive services measures, and 8 measures related to health behaviors and risk levels drawn from HRAs of each of the two vendors.
Results
The first finding was that it was very difficult for vendors to provide these programs. Five vendors were selected to participate in this study based on a competitive selection process. All five completed a pilot phase, but only two elected to continue with the first full year of the study. At the end of the first year, only one vendor elected to continue through the full 3 years of the study.
The second finding was that recruiting participants to fill out the HRA in the first year was more difficult than expected. The goal was to recruit at least 35% of the 20,000 eligible Medicare members in a 6-month period. The recruiting period had to be extended 2 months, one of the vendors needed an additional pool of eligible people from which to draw, and recruiting targets for one of the subgroups were never achieved. Recruiting people to reenroll in the second year was easier than expected, and reenrollment targets were exceeded.
A third finding was that most of the enrollees preferred a paper HRA rather than an online HRA, with 92% to 94% of each of the groups completing paper HRAs. This is in stark contrast to workplace settings, in which the vast majority of people complete online HRAs.
Changes in medical care costs and utilization after 1 year were very different for the two vendors. Changes in costs were analyzed and compared for each of the 27 subgroups, but the one most meaningful for measuring the impact of the health promotion program was the comparison between the group that received the HRA and generic advice versus the group that received the HRA and the most intensive intervention. The interim report goes into detail on why the two vendors had such different results. Summary comments are below.
One-year Medicare costs were higher for one vendor. Total Medicare payments were 8.0% higher ($518/person), and the number of inpatient stays 17.1% higher. For the other vendor, 1-year costs were 14.2% lower ($958/person), likelihood of any inpatient hospital days 14.4% lower, and number of inpatient hospital days 24.6% lower. More indepth analysis showed that savings were concentrated in the 35% of the participants who had medium or high health risks (versus the 65% who were at low risk). Among the low risk group, total medical costs were only .5% lower, likelihood of any inpatient hospital stay did not change, and number of hospital days was 7.1% higher.
Among medium risk participants, medical costs were 16.4% lower ($1517/person), likelihood of any inpatient hospital stay 26.3%, lower and number of hospital days 26.8% lower. Among high risk participants, medical costs were 50.4% lower ($6634/person), likelihood of any inpatient hospital stay 30.5% lower, and number of hospital days 70.1% lower.
In conclusion, this interim report, based on 1 year of intervention, shows that a health promotion program consisting of HRA, tailored feedback, and intervention can reduce Medicare costs and medical utilization within 1 year by a substantial amount, especially for people with moderate to high risks, but also may increase these costs. These findings should be interpreted with caution, both because they are based on medical care costs after only 1 year and because they represent a small sampling of the results of many analyses. The final report is expected to be released in the summer of 2013. It will show the impact on 3 years of medical utilization and medical costs for both groups, the group that had 1 year of intervention and the group that had 3 years of intervention.
As excited as I am to see the 3-year results, I am very concerned about some disturbing information I discovered in my research for this commentary. CMS has ruled that all the data collected from the study must be destroyed by December 31, 2013. Destroying this data will prevent any additional in-depth analysis of the current data and will also prevent any possibility of examining the impact of these programs on health and medical costs on a long-term basis. From a fiscal perspective, it is hard to think of a more irresponsible action, a more wasteful use of taxpayers' money, especially given our current federal budget deficits and the projected growth of Medicare costs.
Michael P. O'Donnell, MBA, MPH, PhD
Editor in Chief
Definition of Health Promotion
"Health Promotion is the art and science of helping people discover the synergies between their core passions and optimal health, enhancing their motivation to strive for optimal health, and supporting them in changing their lifestyle to move toward a state of optimal health. Optimal health is a dynamic balance of physical, emotional, social, spiritual, and intellectual health. Lifestyle change can be facilitated through a combination of learning experiences that enhance awareness, increase motivation, and build skills and, most important, through the creation of opportunities that open access to environments that make positive health practices the easiest choice." 
